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Objectives: To identify factors affecting long-erm out-
come after open surgical reconstructions (OSR) and hybrid
reconstructions (HR) for chronic venous occlusions.
Methods: Retrospective review of 64 OSR and HR for
chronic occlusion of IF veins or IVC between January 1985
and September 2009. Primary endpoints were patency and
clinical outcome.
Results: 60 patients (26 men, mean age 43 years)
underwent 64 procedures. 94% had leg swelling, 90% had
venous claudication, 19% had active, and 12% had healed
ulcers. (CEAP Classes: C3  30, C4  12, C5  8, C6 
12). Fifty-two OSRs included 29 femoro-femoral (Palma;
vein: 25, PTFE: 4), 16 femoral-iliac-infrahepatic IVC (vein:
3, PTFE: 13) and 6 complex bypasses. 12 patients had HR
(endophlebectomy, patch angioplasty, stents). Early reoc-
clusion occurred after 17% of OSR and 33%HR. Discharge
patency was 96% after OSR, 92% after HR. No mortality or
pulmonary embolism occurred. 5-year primary and second-
ary patency was 43% (95% CI 29-56%) and 58% (CI 42-
72%), respectively. For Palma vein grafts it was 70% and
78%, for iliofemoral and ilio-infrahepatic IVC bypasses itwas 75% and 86%, and for femoro-infrahepatic IVC by-
passes it was 44% and 57%, respectively. ComplexOSRs and
hybrid procedures had 28% and 30% 2-year secondary
patency, respectively. Factors adversely affecting graft pa-
tency included prosthetic grafts, smoking, male gender and
endoscopic vein harvesting. For HR stenting, CFV patch vs
iliac stents only significantly increased patency. At last
follow-up 60% had no venous claudication and no or
minimal swelling. All ulcers with patent grafts healed.
Conclusions: OSR and HR remain viable alternatives
to endovascular procedures. Palma vein bypass and ilio-
femoral or ilio-caval PTFE bypasses have excellent out-
comes with symptomatic relief in over two thirds of the
patients. Endoscopic vein harvest, smoking, male gender
and long prosthetic grafts adversely affect outcome.
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Objectives: Iatrogenic arterial injury is an uncommon
but recognized complication of posterior spine surgery.
The spectrum of injuries includes vessel perforation leading
to hemorrhage, delayed pseudoaneurysm formation, and
screw impingement upon arterial vessels. Traditionally re-
pair of these injuries involved open direct vessel repair or
graft placement leading to significant morbidity.
Methods: We describe five cases of iatrogenic arterial
injury (four aortic and one iliac) identified during or after
posterior spinal surgery between July 2004 and August
2009 at our hospital.
Results: In two cases, intraoperative arterial bleedingwas
encountered. The posterior wounds were packed, closed, and
the patient placed in a supine position. In both cases, angiog-
raphy demonstrated arterial injury necessitating repair (Table
1). Femoral cut-downs were performed and covered stent
grafts (Medtronic AneuRx and Atrium covered stent) were
deployed to exclude the areas of injury. In three additional
cases, postoperative computed tomography imaging demon-
strated a pedicle screw abutting/penetrating the thoracic or
abdominal aorta. In all three cases a combination of angiog-
raphy and/or IVUS was performed confirming indention/
perforation of the aorta by the screw. Femoral cut-downswere
performed and aortic stent grafts were deployed to cover the
area of aortic contact prior to hardware removal (Medtronic
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postoperative bleeding and were discharged home in good
condition.
Conclusions: Endovascular repair of arterial injuries
offers a safe and less invasive alternative in patients with
these types of injuries.
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Objectives: Published models for predicting mortality
after repair of ruptured abdominal aortic aneurysms (rAAA)
have not been tested in the United States. Using prospec-
tively-collected data from the Vascular Study Group of
New England (VS GNE), we aimed to develop a practical
risk score for in-hospital mortality after repair of rAAA and
compare it to the Glasgow Aneurysm Score, Hardman
Index, and Vancouver Score.
Methods: 242 patients underwent open repair of
RAAA at 11 centers from 2003-2009. The VS GNE cohort
was randomized to a derivation (n  164) and validation
set (n  78). Significant predictors of mortality on multi-
variable regression were assigned integer weights to gener-
ate a total risk score which was tested in the validation set.
Discrimination and calibration of all models were assessed
via area under the receiver-operator curve (c-statistic) and
Hosmer-Lemeshow test.
Results: In-hospital mortality was 37% (n  88).
Age76 (OR 5.3, 95% CI 2.8-10.1), cardiac arrest (OR 4.3,
95% CI 1.6-12), loss of consciousness (OR 2.6, 95% CI
1.2-6), and suprarenal aortic clamp (OR2.4, 95%CI 1.3-4.6)
were independently associatedwithmortality. Integerweights
derived from the odds ratios were used to derive a total risk
score (range 0-6) which accurately predicted mortality risk
(9%, 20%, 42%, 60%, and 79% for scores of 0, 1, 2, 3, and 4
respectively). Discrimination and calibration were excellent in
the derivation (c  .79) and validation (c  .75) sets (p 
0.0001). GAS (c  .75), Hardman Index (c  .72), and
Vancouver Score (c .76) predicted mortality (p 0.0001)
but less easily identified patients at highest risk of mortality.Conclusions: Existing models predict mortality after
rAAA repair in this cohort but are limited in identification of
patients at highest risk. This parsimonious VS GNE risk score
based on four variables readily assessed in current practice
allows accurate prediction of in-hospital mortality after open
repair of rAAA.
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Objectives: To evaluate the outcomes of endovascular
repair of abdominal aortic aneurysm (EVAR) in patients
with small (5.5cm) abdominal aortic aneurysms (AAAs).
Methods: A total of 156 patients enrolled in the pro-
spective 5-year Talent eLPS trial were evaluated. Subgroup
analyses were performed for patients with small (5.5cm)
AAAs and larger (5.5cm) AAAs. Demographics, aneu-
rysm morphology and perioperative endpoints were as-
sessed. Safety and effectiveness endpoints were evaluated at
30 days, 1 year, and 5 years post procedure.
Results: Patients with small AAAs (n 85) had similar
age, gender, and medical risk profile compared to those
with larger AAAs (n  71). The proximal aortic neck in
small AAA patients was longer (24.7 mm vs 20.7 mm, p 
0.05), less angulated (27.20 vs 34.2o, p  0.01) and
smaller (24.6 mm vs 26.1 mm, p  0.01). Small AAA
patients spent less time in the ICU (8.1 h vs 26.3h, p 
0.03) but other perioperative endpoints were similar. The
small AAA group had a statistically significant higher rate of
successful aneurysm treatment (96.8% vs 84.9%, p  0.04)
but no difference in all other effectiveness endpoints at 12
months. There were no differences in freedom from major
adverse events (MAEs) at 30 days and 365 days. At five
years, there are no differences in rates ofmigration, endoleaks,
change in aneurysm diameter, or freedom from aneurysm-
related mortality. Further subgroup analyses separating very
small (5.0cm, n55), small (5.1-5.4cm, n30) and larger
(5.5cm)AAApatients also showedno statistically significant
differences in postoperative outcomes.
Conclusions: In a prospective clinical trial setting with
long-term follow-up, patients with small (5.5cm) AAAs
had a higher rate of successful aneurysm treatment. This
may be attributable to their more favorable aortic neck
anatomy. However, all other long-term outcome parame-
ters showed no difference compared to patients with larger
AAAs.
